A Hindu male, aged 45 years, was admitted into the district hospital here for the treatment of a lump over the scrotum of the size of a coconut, discharging fsecal matter through an opening.
Previous history
The patient had gonorrhoea five years ago.
It was treated by a vaid. The discharge stopped but subsequently there developed difficulty in micturition. Later, the patient observed swellings on both sides of the groin which became more prominent during any strain, and disappeared when he lay down. The one on the right side became very prominent, reaching the level of the bottom of the scrotum and at times he had to manipulate to force the contents back into the abdomen. Such reduction was accompanied by a gurgling sound.
Present history
Six months prior to the admission, the patient felt a little pain over the right groin and he saw that the swelling was much bigger than usual. The X-ray photographs were taken after a barium meal and enema. Most of the meal passed through the fistula, and the caecum and the colon remained practically empty.
Lister's bougies were passed into the urethra and its patency was found to be nearly normal.
It was intended to resect the involved portion of the gut, make an anastomosis, and repair the inguinal canal, all at one sitting. The upper part of the inguinal canal was clean and the internal ring was wide enough for the necessary manipulation. Hence, the approach was made by an incision over this region after protecting the infected scrotal area with sterilized towels.
The sac was isolated near the neck and opened. It was found that the csecum was lying in the inguinal canal with the appendix nicely walled off from the peritoneal cavity, by adhesions. At the apex of the appendix was the opening by which the faeces were escaping. The terminal part of the ileum and commencement of the ascending colon were brought to the surface, and an end-to-end anastomosis was done after the resection of the involved part of the gut. The part and its surroundings were well dusted with sulfanilamide powder and returned to the abdominal cavity. The portion of the hernial sac near the neck was dissected out from its surroundings, was transfixed and transplanted.
The incision was extended over the scrotum, and the affected loop of gut was dissected and removed. The inguinal canal was obliterated, and the wound was closed, each layer having been well dusted with sulphanilamide powder.
A drainage tube was put in at the lower part of the incision over the scrotum and was removed after 48 hours.
Convalescence was remarkably uneventful. The stitches were removed on the tenth day and the patient took his usual food from the fifteenth day. He was discharged on the sixteenth day after operation.
